Objective: To highlight epidural varices as a possible cause of chronic low-back pain, and to raise awareness that this may occur in any patient with a condition that potentially involves dilated epidural veins we have reviewed the literature and reported a 25-year-old female with chronic low-back pain due to epidural varices.
Summary of Background Data:
Epidural venous varices are rare and often go unrecognized. Patients with conditions that involve increased venous pressure (pregnancy, hepatic failure, congestive heart failure, obesity, among others) may exhibit asymptomatic dilatation of the epidural veins. which may eventually form a mass-like lesion in the lumbar area.
Conclusion:
Epidural varices should be included in the differential diagnosis for low-back pain. Patients with elevated venous pressure are at increased risk for pain in this region. however, the literature contains only a few reports of such vascular abnormalities (1) (2) (3) (4) (5) . Lumbar epidural varices can compress nerve roots, (3, 5, 6 ) and this condition may be indistinguishable from lumbar disc herniation and other conditions that present with radiculopathy. In this paper we have reviewed the literature and presented a cirrhotic patient with caudate lobe hypertrophy who had low-back pain due to abnormal dilatation of the epidural venous plexus, otherwise known as epidural varices.
CASE EXAMPLE
A 25-year-old woman presented to the Department of Physical Medicine and Rehabilitation with the complaint of chronic low-back pain. She had the problem for 8 years, and had been investigated for radiculopathy 2 years earlier. At that time, the pain had been radiating to her left leg and she showed mild weakness of the plantar flexors. The patient's medical history included diagnosis with Budd Chiari type hepatic cirrhosis and portal hypertension at 4 years of age confirmed by liver biopsy. At 16 years, she had undergone a splenorenal shunt operation for treatment of her liver condition.
On admission, the back pain was radiating to the patient's left leg and was exacerbated by standing. The straight-leg raising test at 70º was positive bilaterally for lumbar pain, and she exhibited mild weakness of the extensor hallucis longus and anterior tibialis muscles on the left side. Sensation was intact in both legs. Electromyographic evaluation revealed chronic L5 and S1 radiculopathy on the left. The pain had not responded to various medical treatments, including paracetamol, non-steroidal antiinflammatory drugs, anti-depressants and gabapentin.
In the abdominal ultrasonography caudate lobe hypertrophy was evident. Magnetic resonance imaging (MRI) of the lumbar spine revealed nothing remarkable except for dilated epidural venous plexus (Figure 1 ). It was not possible to operate due to the extent of the lesion and the progressive nature of the patient's underlying pathology.
FIGURE LEGENDS
Physiotherapy including superficial heating, transcutaneous electrical nerve stimulation provided some relief. Unfortunately low-back pain only partially resolved during four years of follow-up and still affecting the functional quality of her life.
DISCUSSION and REVIEW OF THE LITERATURE
Impingement of nervous tissue by epidural varices is rare according to the literature. The largest series reported a 4.4% incidence of epidural varices that were operated for lumbar disc herniation (4.4%) (7). The differential diagnoses for this condition include herniated disc, stenosis of the spinal canal, synovial cyst, hematoma, tumor and abscess (2, 5 The extradural vertebral venous system is a valveless network through which blood normally flows from the spinal cord to the vena cava.
In brief the retrovertebral venous plexus drains laterally via supra-and infra-pediculate radicular veins and these radicular veins drain into the paravertebral ascending lumbar veins. Finally paravertebral veins connect with the caval system via the lumbar segmental veins (3). When venous pressure is increased in the inferior vena cava, blood flow may be directed into the epidural veins, eventually forming epidural varicosities (8) . The pathophysiology of radicular pain in these cases is unknown, but the pain most likely results from root compression by the varix itself, or from a root lesion that forms secondary to insufficient venous return in the radicular veins.
Hanley et al. (3) classified epidural varices in three forms: In Type 1, the epidural veins are dilated due to thrombosis; Type 2 features dilated epidural veins in the extreme lateral part of the vertebral foramen due to weakness of the vein walls; and Type 3 is characterized by formation of a submembranous epidural hematoma after hemorrhage from the epidural venous system collects beneath the fibrous membrane on the floor of the spinal canal. In our case the venous varices are extensive and located mainly in the midline radiating bilaterally so they are different in anatomical location and did not fit any of the types in Hanley's classification. The most likely reason for the epidural vein dilatation in this case was increased venous pressure related to Budd-Chiari-type cirrhosis and hypertrophy of the caudate lobe of the liver compressing the inferior vena cava. Reports have documented dilation of epidural veins due to compression of the inferior vena cava in pregnancy; (9, 10) however, our case is unique and the venous plexus dilatation resulted from venous hypertension related to cirrhosis dependent compression of the inferior vena cava.
Concerning treatment, Genevay et al. (2) 
CONCLUSION
Low-back pain and lumbar radiculopathy due to lumbar epidural varices is usually not accurately diagnosed in clinical practice. Careful MRI evaluation is necessary to differentiate these cases from other etiologies of low-back pain. Physiotherapy including superficial heating, transcutaneous electrical nerve stimulation may provide some relief. Remission of the underlying liver disease is the most important factor in relieving pain due to epidural varices in cases who suffer chronic liver disease.
